negative (Thomas et a1. 19820, b) . The observations in rheumatoid arthritis are also interesting. A few cells in normal synovial tissue are positive for HLA-DR. Approximately half these cells are also positive for ATPase and have dendritic cell type morphology. In rheumatoid arthritis the synovium appears completely overrun with these HLA-DR positive cells. Are these activated macrophages or interdigitating cells? Staining with acid phosphatase and ATPase demonstrate that these cells are, in the majority, of interdigitating type.
The data described therefore raise the possibility that some disease states may be associated with cellular imbalances involving' macrophage subsets. This, together with the evidence presented by Professor Batchelor as to the involvement of dendritic cells in graft rejection and that presented by Professor Humphrey demonstrating the importance of the follicular dendritic cell in the development of primary B-cell memory, means that it is vital to carry out further studies on the origins, surface molecular characteristics and mode of antigen presentation by dendritic cells. Only when such information is available will it be possible fully to determine the exact role of these particular cells in the regulation of a normal immune response.
Anglo-Danish coloproctology meeting
Meeting at Herlev Infirmary Members of the Section of Proctology visited Denmark in May 1982 and held meetings with Danish surgeons at Herlev Infirmary and Naestved County Hospital. Herlev Infirmary proved to be a remarkable experience to the 71 members and guests of the Section who arrived there at 9 am on the 25 May 1982. Planned in the days of economic expansion it gave the impression of one of the Seven Wonders of the World. The entrance hall is the size of a cathedral and the modern Danish decorative design and colour are most attractive. During this day four separate symposia were presented.
Radiation damage to the bowel
Mr P F Schofield opened this symposium by discussing the care of 40 patients who had come to surgery as the result of irradiation for carcinoma of the cervix or bladder which had damaged either the rectum or contents of the pouch of Douglas. To put this in perspective, he 0141-0768/83/040320--05/$01.00/0 pointed out that the Christie Hospital in Manchester served a population of approximately five million people. Five of the 40 cases had presented within one month of having radiotherapy; none of these came to surgery because of proctitis, but 2 suffered from enteritis and 3 were operated on because of exacerbation of other conditions in the bowel. Twenty of the patients had come to surgery more than one month after receiving treatment, but within 18 months. In these cases the conditions demanding surgery were bleeding, perforation or pain; some of the perforations had led on to abscess or fistula formation and occasionally the severe endarteritis initiated by radiotherapy had led to ischaemia, shown as strictures on barium enema, or to frank infarction of the bowel. A further 15 cases presented more than 18 months after receiving treatment; 2 of these were operated on for carcinoma of the colon, but it is uncertain whether the radiotherapy was relevant in these cases. The remaining cases were due to stricture formation resulting from submucosal and sub-© 1983 The Royal Society of Medicine serosal fibrosis or to chronic perforations. Mr Schofield emphasized the problem created by radiotherapy in these patients.
The experiences at St Thomas' Hospital, London, were then described by Mr B T Jackson, who reminded us that X-rays were first described in 1895 and that by 1897 Walsh had already written a paper in the British Medical Journal describing gut complications after treatment. He enumerated the problems created by radiotherapy in the large bowel as stricture. fistula formation. ulceration, impaired healing. proctocolitis and necrosis. A review from St Thomas' Hospital in 1973 concerning 25 cases had shown a 24% mortality rate and that 28% required a stoma. The difficulties were related to the dangers of resection. Between 1973and 1980,20 patients had presented with severe complications of radiotherapy.
Severe proctitis had required abdominoperineal excision of the rectum, but this had often led to an unhealed perineum even many years later. Of 6 patients who had been managed by resection and anastomosis for severe disease, 3 had died. One patient who had an ileostomy formed had also died. In contrast, patients treated by Hartmann's operation did better. A review of these 20 cases showed that there had been no improvement in the management of the patients over these years. Subsequently, 5 colonic resections had been carried out in which the rectal muscle tube was preserved but the mucosa excised and a coloanal anastomosis performed. There has been no mortality in these patients. In the subsequent discussion it was emphasized that a long sleeve of rectum should be left, and deep dissection in the pelvis in these patients should be eschewed. There was difficulty with the mucosal dissection from the remaining rectal sleeve which could be bloody and required an operator working from both the abdominal and the perineal aspect.
Anders Fischer of Copenhagen next discussed the incidence of complications after radiotherapy in 207 cases of invasive bladder carcinoma. Despite a high mortality rate from the carcinoma itself, 30-40% of patients treated by radiotherapy had developed gastrointestinal symptoms, the number increasing with time. Thirty-one of these patients had required' surgical management.
Finally Dr B Hancock, Consultant Radiotherapist at the Christie Hospital, Manchester, discussed the prevention of radiation injuries to the rectum. She pointed out that approximately 400 cases of carcinoma of the cervix were treated each year at the Christie Hospital and many of these patients were under 40 years of age. Since 50% of the patients were cured by radical radiotherapy, it was important to get the complications of radiotherapy in perspective.
She then demonstrated on CT scans how close the rectum was to the cervix, making it impossible to avoid some irradiation to the rectum itself. She emphasized that intra-cavity treatment alone was used for small tumours, and that careful packing of the vagina and check Xrays were important to keep the dosage to the rectum down. For larger tumours external radiotherapy was carried out in addition. In the year 1973, of 142 patients treated by intra-cavity irradiation alone, moderate symptoms of irradiation bowel disease had developed in 5 patients and in one patient a pelvic colostomy had had to be carried out. In 218 patients given both intracavity and external radiotherapy, 7 patients had developed moderate symptoms leading to investigation and 4 had developed symptoms requiring surgery.
The most recent advance was to use an 'afterloading system' in conjunction with the CT scanner, in which a tube was inserted into the body of the uterus and vaginal packing used to displace the implant away from the rectum. The radioactive material could then be introduced by remote control, avoiding the hazards of high radiation dosage to the attending staff. It was hoped that by using the newer technique of afterloading, radiation complications could be reduced.
In the subsequent discussion it was pointed out that previous surgery to the pelvis had a deleterious effect, probably by causing adhesions and trapping small bowel in the pelvis where it could not escape the effects of irradiation.
Stapled anastomoses
The next symposium concerned stapled anastomosis for the re-establishment of colonic continuity. The first paper was by A V Pollock, S S Brennan, I R Pickford and Mary Evans from Scarborough, and was presented by Mr Pollock who discussed the various factors in the healing of colonic anastomoses. He described a trial in which all patients requiring colonic anastomoses were randomized into two groups: the first group had the anastomosis done with the circular stapling gun and the second group had a conventional sutured anastomosis. In this series 5 stapled and 3 sutured anastomoses had broken down clinically. Radiologically a further two leaks could be demonstrated in each group. Mr Pollock had found that the anastomoses performed with the circular stapling device required a longer hospital stay, and considered that staples were not significantly easier than sutures to insert except in the low anterior resection where the stapling gun was extremely valuable. Mr 0 0 Oates (General Hospital, Birmingham) then reviewed 63 anastomoses in which he had used the EEA gun. Two of these had been technical failures, and had been hand sutured -the first because the bowel proximal to the anastomosis had proved to be too narrow, and the second because the gun had failed to fire.
In the 61 successfully-stapled anastomoses, however, there had been only one radiologicallydemonstrated leak and no evidence of any clinical anastomotic breakdown. Preben Kirkegard of Copenhagen discussed the Danish experience, where there had been a reduction in the number of abdominoperineal excisions for middle-third carcinomas of the rectum in recent years. The incidence of pelvic . recurrence and survival rates up to three years had been identical with those achieved before, despite the higher incidence of restorative resection.
Rectal prolapse and incontinence
After an excellent lunch at Herlev Infirmary, the meeting reconvened. The first paper of the afternoon was by Mr M R B Keighley of Birmingham who spoke about abdominal rectopexy for rectal prolapse. The rectopexy had been achieved by rectal mobilization down to the pelvic floor, dividing the lateral ligaments and fixing the rectum to the sacral periosteum with polypropylene mesh. In all, 100 cases of abdominal rectopexy had been carried out: in 67% there had been incontinence prior to surgery; and a combined rectopexy and postanal repair of the sphincters had been carried out in 7 patients, but this combined approach had been abandoned because there were too many infective complications. There had been no mortality in the series and in 74 cases followed up for more than two years there had been no recurrence, though 4 cases of mucosal prolapse had occurred. Persistent incontinence was apparent in 24 out of 67 patients with faecal incontinence before operation.
Ninety-three patients with faecal incontinence without prolapse were then presented: 13 followed obstetric problems; 32 followed anal operations; 4 were the result of perianal trauma; 10 cases were patients in whom a rectal prolapse had already been treated by a rectopexy, but in whom incontinence had persisted; 5 were diabetics; 18 were classed as having idiopathic incontinence; and II had a pelvic floor neuropathy. Mr Keighley advocated initially a conservative approach to the management of incontinence by control of faecal consistency, using bulk laxatives and if necessary other constipating medications, the use of faradism to the anus and possibly a continence aid. When these measures had failed, a postanal repair or sphincter repair had been carried out. Thirty-nine patients had been managed by medical measures alone and a further 36 with physiotherapy, but only 15 of these became continent. Forty cases of postanal repair had been carried out, 26 of whom had become continent following surgery, and 19 cases of sphincter reconstruction had led to control in II cases. The sphincter reconstructions had been covered by a colostomy. In reviewing the results it had become quite clear that poorer results occurred in cases where the operation was complicated by sepsis; strenuous measures should therefore be taken to avoid this. John Christiansen of Copenhagen described Delormes' operation for rectal prolapse. Although this operation was first described 80 years ago, it has never achieved great popularity. Dr Christiansen, however, had found it extremely useful in the frail .and elderly patient and had had very satisfying results in 15 cases. He demonstrated the operation very beautifully with slides showing the patient placed in the lithotomy position with the prolapse protruding. The mucosa was stripped from the apex of the prolapse to the anal margin and the underlying muscle was then plicated by numerous stitches placed vertically so that the prolapse was 'concertinaed', The mucosa at the apex of the prolapse was then united with the anal skin and the prolapse returned into the abdomen. This operation could be done without a general anaesthetic and upset the patients very little. He had so far had 2 recurrent cases following this procedure.
There was then a general discussion on the management of rectal prolapse and incontinence. Points were made that although patients with rectal prolapse were usually elderly and frail, they withstood abdominal rectopexy very well, as had been demonstrated by Mr Keighley and this was in accord with similar experiences of other members.
Rectal excision and colostomy management
In a paper by R J Leicester, Jean K Ritchie, Jane Wadsworth, James P S Thomson and P R Hawley (delivered by Mr C G Marks), the experience of St Mark's Hospital, London, with intersphincteric excision of the rectum was reviewed. This had been carried out in 79 cases in whom rectal excision was required for ulcerative colitis, and a further 19 cases in which the operation was required for Crohn's disease. There had been primary healing in 49 'cases, but early breakdown had occurred in 34 and later breakdown of the wound in 15. Intersphincteric excision was advocated because it preserved the striated muscle of the pelvic floor, resulted in better wound healing and was less likely to be followed by interference with sexual function. 111 a review they found that 7 of the 23 male patients complained of transient sexual difficulties up to two years after the operation. Four men, however, complained of persistent dysfunction, but it is questionable whether this was the result of nerve damage at operation alone or the presence of a stoma. The results of perineal wound healing were the same in patients with ulcerative colitis and Crohn's disease.
Uffe Christensen of. Copenhagen then described a trial that had been undertaken to assess whether prostaglandin would allow more rapid colonic lavage in patients managing their colostomies by this method. Colostomy irrigation was a popular technique in Denmark and on average it took the patients one or two hours to accomplish emptying the bowel on alternate days. This meant the patient spent a lot of time irrigating the colostomy and if this time could be reduced the patient would benefit. A double-blind crossover study was designed using prostaglandin F h in doses of 100 to 400 Ilg per irrigation. There was no apparent improvement in colonic emptying demonstrated by the trial.
The meeting concluded with a description by Leif Kuld Hansen, of Copenhagen, of his experienc.e with mucosal proctectomy and continent reservoir anoileostomy.
Meeting at Naestved County Hospital The next day, 26 May 1982, the company met at the Naestved County Hospital about 70 miles outside Copenhagen. The surroundings here were very much more familiar to the British surgeons as the hospital is a busy general hospital in a more conventional style. The major symposium was devoted to free papers.
Paul Cassell (Nuffield Hospital, Slough) commenced the day's meeting with a report on the 3-year results of the use of razoxane as an adjuvant in the treatment of rectal and colonic 8 and C tumours, as part of a pilot trial. The advantages of razoxane were its low toxicity, excellent tolerance by the patients and easy management with just one tablet given twice a day orally. He had had no problems with admissions for complications. So far 120 patients had been admitted to the trial and it looked as if there would be a significant increase in survival in the treated group.
A review of familial polyposis at the Naestved County Hospital was then presented by Erik Larsen. Eleven cases had presented initially with carcinoma and 7 further cases were referred with polyps. From these patients, 120 family members had been traced, of whom 22 were found to have the disease and had come to surgery. At present, 86 of the family members were not suffering from the disease. In the discussion concern was expressed that approximately 8% of patients treated by ileorectal anastomosis subsequently developed carcinoma in the rectal remnant, and it was pointed out that at the Mayo Clinic patients were now advised to undergo panproctocolectomy for polyposis coli. It was agreed that the polyps often appeared to fluctuate in size. It was pointed out that there was an increased incidence of associated duodenal polyps and carcinoma of the ampulla. In the past it had been usual to follow the families of patients up to the age of 40, but members had seen cases of multiple polyposis presenting for the first time at 45-65 years, so there was a case for prolonging the follow-up period, and possibly also a case for offering sterilization to patients with the disease.
Mr N V Addison of Bradford Royal Infirmary gave a paper advocating more widespread use of barium enema in the examination of patients presenting with large bowel obstruction. He pointed out that the mortality in obstructed patients undergoing emergency surgery was three times that of those undergoing elective surgery. An urgent barium enema in the apparently obstructed large bowel would diagnose some cases of pseudo-obstruction which could be treated conservatively and avoid operation altogether. The barium enema also enabled one to be sure of the diagnosis so that a loop colostomy could be done without a full laparotomy, and this could be followed by an early resection of the tumour a few days later.
Jens 80 of Copenhagen then presented a paper on endometriosis of the colon. He found that only 10% of patients with endometriosis had bowel involvement and only a small proportion of these developed Symptoms. He described three cases, two of whom had presented with rectal bleeding. One of these patients had responded to danazol. The third patient presented with pelvic colonic stricture which required surgery. In the subsequent discussion it was agreed that the fibrotic process might go on long after the disease process itself was over and might present in the postmenopausal patient. It was the experience of several members that this condition was frequently misdiagnosed. Local resection only was necessary and castration was not usually required. Laparoscopy was a useful tool and might obviate the need for a laparotomy. Danazol had proved useful but was not the total answer to colonic strictures due to endometriosis.
Mr Douglas Millar (Essex County Hospital) presented a paper on the use of disodium cromoglycate enemas in persistent proctocolitis. Patients with severe proctocolitis were kept on their established treatment and in addition were given 800 mg of DSCG as an enema daily. This had produced remissions in 8 out of 12 patients. There was some support amongst the audience that the enema did work if given in sufficient dosage.
Ole Iversen of Naestved reviewed the local experience with lateral subcutaneous internal sphincterotomy for chronic fissure-in-ano. His results were satisfactory but he pointed out that there was an occasional problem with haematoma formation and prolapsing piles after the operation. These complications could be avoided by using an anal pack as described by Peter Lord.
Letters to the Editor
Epidural blood-patching to treat severe post lumbar puncture headache Firstly, the incidence and severity of spinal headache can be much reduced by the use of finegauge spinal needles and by avoiding multiple punctures of the dura -precautions which the majority of anaesthetists routinely employ, but which our medical colleagues have been slow to adopt.
Secondly, under these circumstances those headaches which do occur will usually be mild and self-limiting, requiring no special treatment other than ensuring adequate hydration. However, when the headache is troublesome and intractable, I fully agree with Dr Collier that epidural blood-patch is the treatment of choice. It is easily performed by anyone familiar with the technique of epidural anaesthesia and is rapidly effective and safe. We have provided almost instantaneous relief to a patient with a severe spinal headache who had been allowed to suffer unnecessarily for more than two weeks following a diagnostic lumbar puncture, because her physicians were not at first aware' of the availability of this simple treatment.
The final session was a stoma care panel discussion chaired by Mr Brendan Devlin and supported by Coloplast, after which the Section of Proctology returned to Copenhagen by coach to depart the following day for an excellent 48hour tour around some of the well known sites and cities of Denmark.
A P WYATT P F SCHOFIELD
Editorial Representatives
Section of Proctology I notice that Dr Collier mentions an incidence of headache in 60-70% of his post partum patients following 'dural tap'. I presume he must mean following inadvertent dural puncture during the course of an epidural block using a wide-gauge needle. In our experience the incidence of headache following planned spinal anaesthesia using a fine-gauge needle is much lower than this, although of course still higher than in non-obstetrical patients. Sincerely et al. 1980) , and describe that study as containing a 'number of serious analytic mistakes'. Their contention is that the NIOSH study obscured (deliberately, they imply) a doseeffect relationship between low-level exposure to ionizing radiation and death from lung cancer through the technique of improperly combining productive with unproductive person-years.
That charge is serious, and unchallenged it casts considerable doubt on our scientific
